Background
Introduction
The prevalence of placenta previa is approximately four cases in 1000 pregnancies [1] . Placenta previa is defined as an abnormal implantation of the placenta over or very near the internal cervical os [2] . For pregnant women with placenta previa, cesarean section is recommended as the mode of delivery [1] . Placenta previa is a well-known cause of massive intrapartum hemorrhage that is associated with high mortality and morbidity for both the mother and the neonate [3, 4] . Therefore, for these patients, preparation for possible severe perinatal bleeding is necessary and reliable predictive factors of hemorrhage are important [5, 6] .
Several risk factors of intraoperative massive hemorrhage in patients with placenta previa have been reported [7] [8] [9] [10] [11] [12] [13] [14] . Among these factors, those concerning maternal background were high maternal age and previous cesarean section [7, 8] . In addition, variables based on sonographic findings were placenta with sponge-like consistency [7] , placental adhesion [8] , complete placenta previa [9] , anterior placentation [8, 10] , <3-cm cervical length [11] , and thick placental edge [12, 13] . However, the correlation between birth weight and intrapartum hemorrhage has not been investigated.
The aim of this study was to investigate whether birth weight could reflect massive hemorrhage during cesarean section for pregnant women with placenta previa.
Materials and Methods
All patients with singleton pregnancies who underwent cesarean delivery due to placenta previa at our hospital between 2003 and 2015 were identified. The maternal histories, sonographic findings, and intraoperative information were extracted from medical and operative records.
We classified placenta previa into major previa and minor previa. If the placenta covered the internal cervical os, it was defined as major previa. If the leading edge of the placenta was in the lower uterine segment but did not cover the cervical os, it was defined as minor previa [14] . The method used to definitively diagnose placenta previa was transvaginal sonography by experienced obstetricians at around 32 weeks of gestation. The patients with placenta previa were followed up by transabdominal sonographic examination at 1-week intervals after 32 weeks of gestation at our institution. For cases of complications with threatened preterm labor, tocolytic agents were used. At our institution, elective cesarean section was performed at 36-37 gestational weeks because the Guideline for Obstetrical Practice in Japan recommends cesarean section for placenta previa until the end of 37 weeks of gestation [15] . However, if persistent warning bleeding with >100 mL blood loss or uncontrollable uterine contractions occurred, an emergency cesarean section was performed. The cesarean section was conducted by at least two experienced obstetricians and one resident physician. During the cesarean section, an ultrasound-guided incision was created for patients in whom the placenta adhered to the anterior uterine wall. For the other patients, cesarean section was performed by making a transverse incision of the uterus at the lower uterine segment. Intraoperative blood loss > 1500 mL including the amniotic fluid during cesarean section was defined as massive hemorrhage according to the definition of the amount of intraoperative bleeding measured from the time of the skin incision to the time of scar closure based on suction count and towel weight. If the blood loss was increased, hemostatic procedures (e.g., gauze tamponade, tamponade balloon, brace sutures) were performed at the surgeon's discretion. In this study, a definitive diagnosis of adhesive placenta was made at surgery. A myoma-related complication was defined when the myoma was >5 cm because the presence of myoma is a reported risk factor of bleeding during cesarean section [16] .
In the present study, we measured the birth weight and calculated the standard deviation (SD) of the birth weight, adjusting for the Japanese Society of Ultrasound in Medicine's standard growth curve of the respective gestational weeks [17] .
Statistical analysis was performed using JMP 10.0.0 software (SAS Institute, Inc., Tokyo, Japan). The cutoff SD value for birth weight was determined by performing an analysis of the receiver operating characteristic (ROC) curve. The χ 2 test and Mann-Whitney U test were used to evaluate differences in characteristics. Univariate and multivariate analyses were performed using logistic regression. Statistical significance was defined as a p value < 0.05. The present study was approved by the Institutional Review Board of National Defense Medical College (confirmation no.: 2409). Informed consent was not obtained, because this study was a retrospective analysis. However, we provided an opportunity to refuse permission to use the data via our college's website. Records/information of all patients were anonymized and de-identified prior to analysis by one of the member MM. All authors were involved in medical treatment.
Results
During the study period, 6629 live neonates were delivered at our hospital; of them, 256 (3.9%) singleton pregnancies with placenta previa were identified. The characteristics of the cases are presented in Table 1 . The mean birth weight was 2561 g (range, 1114-3820 g). The mean intraoperative hemorrhage amount was 1393 mL (265-6223 mL), and there were 96 cases (38%) of massive hemorrhage.
The ROC curves of the correlations between massive hemorrhage and either the SD or measured birth weights are shown in Fig 1. The area under the curve (AUC) of the combination of massive hemorrhage and SD values (0.71) was higher than the measured values (0.659). In the data set with a cutoff value of −0.33 SD, the sensitivity and specificity were 81.3% and 55.6%, respectively. The characteristics of the >−0.33 SD and <−0.33 SD groups are shown in Table 2 . The >−0.33 SD group included 148 cases (58%), all of which had greater blood loss than those in the <−0.33 SD group. No significant differences were found in other factors such as gestational age, parity, in vitro fertilization pregnancy, repeated cesarean section, tocolytic agent use, warning bleeding, mode of cesarean section, myoma-related complications, previa classification, location of main placenta, uterine incision, placental adhesion, or need for hemostatic procedures. Univariate analysis revealed that placental adhesion ( 
Discussion
Based on the results of the multivariate analysis adjusted for conventional factors, our study findings suggested that predicting hemorrhage amount during cesarean section for placental previa by using the SD value of the birth weight had the appropriate AUC (0.71) and high sensitivity (81.3%). It was well-known that massive hemorrhage in placenta previa results in high mortality for mothers. This fact has induced several recommendations for preparing for treatment in case of massive hemorrhage. Thus, predicting hemorrhage with high sensitivity for placental previa is significantly useful in clinical settings. A well-known mechanism of bleeding in placenta previa is poor contraction in the lower uterine segment after delivery [18] . We hypothesized that massive bleeding more frequently occurred in cases of increasing placental blood flow in addition to poor contraction in placenta previa. However, accurately evaluating placental blood flow was difficult. Because placental blood flow is associated with fetal growth [19, 20] , we substituted fetal weight as a marker of placental blood flow. Establishing this connection required standardization of the gestational ages of all included cases. However, since this study included cases with various gestational ages, the differences required normalization. Thus, we calculated SD values according to the Japanese standard growth curve at each gestational age to achieve a more accurate assessment of placental blood flow among groups.
On the other hand, no association was found between birth weight and hemorrhage in women who underwent cesarean section [21] . This is because a low proportion of patients without placenta previa are at potential risk of bleeding, such as those with poor contraction in the lower uterine segment. Therefore, this association between birth weight and hemorrhage might be unique to cases with placenta previa.
There have been considerable arguments about the correlation between placenta previa and low birth weight in several countries [22] [23] [24] [25] . In our study, the mean overall birth weight was considered low birth weight because it was −0.11 SD of the standard birth weight. These differences might have arisen from race and country. However, our analysis demonstrated that the SD values of birth weight were strongly associated with massive bleeding. We believe this concept would be accepted if the appropriate SD values of fetal weight are calculated and recommend the use of this concept combined with other predictors to screen for intraoperative hemorrhage during cesarean section. The use of an additional 36-week fetal weight scan, which is not currently universal, might be an effective antenatal care protocol for patients with placenta previa. The need for hemostatic procedures was identified as a risk factor in this study because such procedures were performed for patients with increased bleeding. Placenta accreta has already been established as strong risk factor of intraoperative hemorrhage [8, 14] .
This study has several limitations such as the fact that it was conducted in a single institution and included only Asian women. Our findings will need to be evaluated in several other countries to verify their validity. In addition, birth weight was measured after the cesarean section in the present study. Obviously, a preoperative prediction would be most useful; therefore, further studies are required to evaluate whether fetal weight estimated by ultrasonography can predict hemorrhage during cesarean section in patients with placental previa. In conclusion, fetal weight may be a useful marker for predicting massive hemorrhage during cesarean section in patients with placenta previa.
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